Introduction: Dermatological bullous diseases have visible signs in the oral cavity. The study is aimed at early detection of oral lesions, to link them to the presence or not of apparent skin disorders affecting the quality of the patient's lifestyle. Patient awareness of coexistence between dermatological concerns and the presence of oral lesions should be the starting point of every dentist during the intraoral examination, after drying of the mucous membranes and gingiva. Materials and methods: The study includes patients randomly presented: patients at the University Clinic AU and patients in the Dermatology Department, QSUT, during the period between november 2017 and january 2018. Patients were evaluated according to the Dermatological Life Quality Index (ICJD) and the presence of oral lesions in the oral cavity. Results: Oral lesions reported in the patients appear to be more commonly occurring in female patients than in male patients over 40 years of age. Oral buccal mucosa areas are more affected than gingival area, palatum and tongue areas. Conclusions: Detection of disorders during oral routine examination is the beginning to follow the evolution of these dermatological bullous diseases, as the further prognosis also depends on the moment of detection and awareness of the initial existence of the disease.
Introduction
Patients affected by bullous diseases are divided into two categories, those who are pre-diagnosed and wellinformed of the presence of the disease, and those who do not know the presence of the disease. In the last group, their first contact for more information is the dentist who checks, examines and evaluates the presence of "wounds" in the mouth. The challenge in this process is the duplication of primary lesions in secondary lesions, which are undiagnosed, and which still make the clinical appearance of the patient more difficult. (1) The other purpose of this study consisted in sensitizing the diagnosis of desquamative gingivitis, about the connection of its existence with the presence of a non-expressed immunological disease with a clinical appearance in the skin. Desquamative gingivitis is a symptom treated by dental practitioners, but the agitation and allinclusivity from the later disease of the organism causes the patient to pass the dermatologist for further, hospitalized treatment. Sensitization about this pathology makes dental practitioners more aware about the existence and the possibility of treatment, or perhaps the referral of the patient to their peer specialists. (2) Bullous diseases based on their clinical appearance in the oral cavity are implantable diseases for the dentist, as it is emphasized the fact that intraoral examination may also be required for extracorporeal surgery, and in addition to the strong stomach (teeth), the intracranial soft structures, a well-behaved eye about the clinical appearance of soft tissue lesions. Bullous diseases affect men and women more often than menopause, as the systemic flow of menopause with its decreases and elevations promotes clinical expression of these diseases. Receiving data in hospitalized patients and in outpatients helps in comparing the patient's views with these diseases and at the dentist's view on patient access.
(3) Each patient involved in the study is well-informed, and then has been agreed upon in full consensus on the condition of the patient, became part of the study, and then proceeded with the established protocol.
Materials and methods
The study includes patients randomly presented at the University Clinic AU and patients in the Department of Dermatology, QSUT, time periods between November 2017 and January 2018. The patients of the first group included in the study, were patients presented ad-hock at the University Clinic for periodontal treatment during the period between November and January 2017-2018. All involved patients were informed about the protocol and duration of the procedure, the obligation to answer some questions, to examine and photograph in case of evidence of a lesson in oral cavity. This protocol was also clarified with patients, carried out only for the effect of the study, the patient would be kept anonymous, and in case of indication would be referred for further examinations. Of the total of 400 patients, 89 of them refused to take part in the study. 78% of respondents gave their consent to become a part of the study, some of them (female gender) despite having been provided with the anonymity, were not ready to present to others the sensation or symptoms they would questioned. Every patient involved in the study is well informed, and then the consensus is fully consensus to become part of the study, and then proceed with the established protocol. The response to the questionnaire, Dermatological Life Quality Index (ICJD), was also a part of taking the history. (6, 20) The index consists of 10 questions that the patient can answer in 5 different ways. The objective of this questionnaire is to see how the skin problems last week affected the life of the patient. The answers are evaluated with the following points: many 3 points, 2 points, 1 point and not at all, and 0 points.
The questionnaire is finally evaluated with a total score of 10 questions, as follows: 0-1 = no effect in the patient's life, 2-5 = minimal effect on patient's life, 6-10 = moderate effect on patient's life, 11-20 = significant effect on patient's life, 21-30 = very high effect on patient's life. Results can also be translated into percentages eg, 3, 6.
Subsequently, patients underwent oral mucous membrane and gingival examination. Every lesion or pathology was recorded. Patients were required to be photographed in the lesson to be documented for further examinations. Patients of the second group are patients who, with the help of the dermatologist and with their consent, were only subjected to visual examination of skin lesions. Patients of this group were patients in the Department of Dermatology QSUT Tirana, during the same period above the first group patients (November-January 2017-2018). Continuous data were presented in average and standard deviation, while discrete data were presented in absolute value and in percentage. Graphs and tables of various types (simple and complex) were used to present the data. P values smaller than 0.05 were considered statically important. The statistical analysis was carried out mainly through the SPSS version 15 program and partly through the MS Excel program.
Results
After collecting the data in the base table of excellence, they were processed for purpose of displaying the results of the study according to the tables below. Table 1 . This table shows the availability of patients according to the male:female ratio, to be included in the study where they could divide life-quality components based on the dermatologically selected index. The average age of female patients was 43 years and the average age of male patients was 45 years (the patient involved in the study).
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Graph 1.
The graph shows the data on the inclusion of patients according to the female male ratio, to the registration of the Dermatological Life Quality Index. Graph 4. The graph shows the prevalence of dermatological disease, by sex and age. Table 5 . The table presents the data collected from the Dermatological Quality Index, according to the subsection below. 0-1 = no effect in the patient's life 2-5 = minimal effect on patient's life 6-10 = moderate effect on patient's life 11-20 = Significant effect on patient's life 21- The following figures give clinical cases presented to the Clinic. 
Discussion
Patient availability data to be included in the study, from literature data can be said that there are already many registered studies in well-informed and recorded dental students during the cycle of studies, about patients involved in different studies. The difficulty lies in the fact that the student is questioning the patient and this is what the latter puts, because the student pretends to learn, instruct the patient about oral hygiene, or dental problems, or is the student who claims to help patient with the goal of removing dental anxiety. This is the key to the inner conflict that occurs in the patient, in answering if he/she wants to include in the questionnaire where the patient will share personal information elements that are important to the patient. Another element of the difficulty lies in the fact that the student should also explain how the questionnaire meets. In some cases, even a member of a medical staff should be present, as questioners may have difficulty in understanding how they should be fulfilled. This is the reason why the questionnaires can be filled out by the patients themselves, or they must be filled in with the presence of a dental student or a staff member. Sometimes, it is good for students to be offered the personal experience of the medical staff member when he or she is a patient or student to experience the patient's experience of understanding the patient's doubts in the decision whether to include the questionnaire or not. Absolutely volunteer patient should be a patient willing to help students in acquiring communication skills. There should be no limits and selection criteria for volunteer involvement of patients in studies, widespread volunteer variety, enhanced student experience, experience gained and assimilated, and more positive feedback.
In support of published literature on clinical and pathological relationships of various oral lesions, a non-compliance ranges from 17 to 42%. Still, in this literature, this discrepancy in the clinical and pathological correlations of oral lesions depends on different factors, selected from predetermined histopathological areas, total patient samples as percentages and patient types varied between studies. This inconsistency also depends on the subjective variations of the clinician and the histopathologist. There is a need for strict clinical and histological criteria for establishing the diagnosis. In the case of our study, in view of the difficulties encountered in the diagnosis and treatment of dermatological diseases of autoimmune origin in our country, the imposition of these criteria was difficult. (15, 18) From the variety of dermatological diseases of autoimmune origin, was only pemphigus is chosen with all its types, not the point of diagnosis of various types of clinic of this disease, but only to identify, within the possibilities, endangered individuals. In the results of our study were included exclusionary criteria, all patients who were positive to Kobner's symptom. This is to exclude patients prone to dermatological diseases, not the appearance of gingivitis in the oral cavity. Based on the research in literature, pemphigus vulgaris reflects a total susceptibility of 12.5%, for example with lichen planus in 37.5% or leukoplakin with 20% susceptibility. (23) Backed up to this source of literature in patients with lichen planus male ratio: female was 43.3% with 56.6%, for leukoplakin was 60% with 40% and for pemphigus vulgaris was 60% at 40%. For lupus erythematosus the patient's vulnerability to this disease was 12.5% divided by gender by 30% with 70%. In the case of our study, the susceptibility to male ratio: female was 27% at 73%. Further, the purpose of the study was the age effect on the appearance of dermatological disorders of patients. The age limit set in our study is 40 years of age. Lessons and dermatological problems encountered before the age of 40, or after the age of 40 years. This age limit was only based on fact that this age serves as the limit of starting the initial menopause signs. It is known that sensitive fluctuations in sex hormone levels have a significant effect on sensitive fluctuations in the female body, immune response rates, and the susceptibility of the organism to dermatological diseases of autoimmune origin. By comparing the age levels of oral lesions in the oral cavity for autoimmune diseases, in relation to local risk factors, it can be said that the largest number of patients with lichen planus, lupus erythematosus and pemphigus vulgaris ranged from 31 to 45 years and leukoplakis lesions, the age of patients varies from 46 to 60 years. If we talk about the average age of patients affected by these diseases specifically for lupus is 38 years old with standard deviation 14.62, for lichen planus is 39.6 years with a standard deviation of 14.62, for pemphigus vulgaris the average age is 38 years with a standard deviation of 11.73. (22, 24) In our study, the average age of female patients was 43 years and the average age of male patients was 45.
(25) In our study, the average age of the patients was 45 years and the average age of the patients was 45. (25) Only gingivitis lesions can occur, but can also occur in mucosal lesions, or in both areas at the same time. Moreover, when we talk about pemphigus, when it is necessary that the lesion's laboratory analysis be confirmed with direct immunofosforism and reconfirmed with indirect immunofosforce. Both analyzes should be positive to confirm the safe presence of the disease. Analysis that is costly for the patient, but when performed in the right time prevents the disease, when the treatment begins in the right time. Advice for dental professionals includes some of the following: A complete oral mucous examination should be performed, evaluating for any anomalies, including complications in the oral cavity of pemphigus or pemphigoid treatment, such as candidosis, so everyone needs to be careful about maintenance schedules and set more frequent schedules to control the gravity and progression of the disease.
(1,2) (5, (7) (8) (9) (10) (11) Nisengard and Levine (10) cited as standard in establishing clinical diagnosis of gingivitis, chronic rash, ulceration, and/or bubble formation. Gingivitis deskuamtiv: (1) presence of gingival erythema that does not result from the plaque, (2) gingivitis, (3) other intraoral lesions and sometimes extra, sore mouth complaints, especially in case of application of aromatic foods. It is reported that most cases of dysfunctional gingivitis are caused by some mucocutaneous diseases. (5, (7) (8) (9) In our study, the initial signs of dysfunctional gingivitis are present in 7 patients, but all of these in lighter clinical signs. Pemphigoid mucosal membrane and lichen planus erosive are the most common causes of dysfunctional gingivitis, respectively 48.9% and 23.6% of all cases of dysfunctional gingivitis. (8) In our patients there were no pruritus signs in the skin of the back or on the dorsal surfaces of the arms and legs, which removed the clinical diagnosis of pemphigus vulgaris from the lichen planus. In the patients involved in the study, there were no sign of symblepharon, a clinical sign that removed the clinical diagnosis from pemphigoid. Histopathological examination and direct immunofluorescence testing are necessary to establish the ultimate diagnosis of diseases responsible for the defective gingivitis. (5, 7, (9) (10) (11) Given that pemphigus vulgaris is potentially fatal, the recognition of gingival lesions of gingivitis desquaming, though rare, is essential for ultimate diagnosis, timely therapy, and patient follow-up. There are cases where it is needed for more than 1 year until the final diagnosis of pemphigus vulgaris (25) , which is measured after the patient's appearance in the dental unit, with primary signs of oral cavity. During this period, the patient visited a dental clinic, an otolaryngology clinic and an internal medicine clinic, but no final diagnosis was provided at any of these clinics. Reasons for delayed diagnosis may be explained by the fact that the symptoms of pemphigus vulgaris of the patient are limited to the gingiva and are clinically very light and by the fact that the symptoms occur in repeated cycles of healing and deterioration. For the final diagnosis of pemphigus vulgaris, the following criteria must be met: (1) the presence of relevant clinical lesions, (2) confirmation of acantholysis in biopsy specimens, and (3) autoantibody confirmation in tissue or serum, or both. In the present case, a final diagnosis of pemphigus vulgaris was made based on a general assessment of the following findings: (1) positive phenomenon of Nikolsk, (2) presence of acantholysis in biopsy specimens, and (3) locating deposition of antibodies between epithelial cells with direct immunofluorescence test. All patients involved in the study are recommended for further visits to dermatologists, as establishing a diagnosis for pemphigus is a multidisciplinary decision in terms of treatment and diagnosis for such diseases in our country.
Conclusions
The documented data showed the presence of initial signs of gingivitis desquamative, clinical signs that should be checked and carefully examined by dental specialists as they are the first to contact the patient suffering from these symptoms. Dermatological diseases of autoimmune origin, classified as vesiculobulose diseases, are encountered in the gingiva, in the mucous membranes, or in the gingiva and in the mucous membranes. For female patients, tachycardia appears more frequently in the lining of the mucous membrane, while for male patients, tachycardia appears more frequently with gingival lesions. The fact that women are most affected by autoimmune bulous lesions and higher predisposition have been confirmed by women over the age of 40. The impact of the skin on the patient's difficulties during the dayto-day activity is more pronounced in female patients than in male patients, which is based on the Dermatological Life Quality Index assessment, applied in our study.
